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FILE NO.     


 
PARTICULARS OF PATIENT 


          
SURNAME           NAME           INITIALS         TITLE     
 
GENDER         DATE - BIRTH             ID NO.        
 
RESIDENTIAL ADDRESS              
  
TEL: (H)            (W)            (M)        
 
E-MAIL          Principal member / dependent on scheme?    
 
I hereby accept that email    YES    NO  
                            and/or sms    YES    NO    messages may be sent to me in order to confirm appointments and convey general 
information of the practice and my healthcare.  
 
OCCUPATION             EMPLOYER (CO NAME)       
 
EMPLOYER CONTACT DETAILS          
(We will only contact your employer if we are unable to reach you for account purposes. Healthcare information will only be provided to a specific person 
nominated by you at your employer, with your written consent.) 
 
REFERRED BY             
 
NAME, ADDRESS & TEL NO. OF A FAMILY MEMBER / FRIEND:        
 
             
(for account purposes should we be unable to contact you) 
 


MAIN MEMBER OF MEDICAL SCHEME  
(please note that all adults are responsible for their own accounts, even if they are dependents on someone else's scheme) 


                   
SURNAME           NAME          INITIALS          TITLE     
 
GENDER         DATE OF BIRTH            ID NO.        
 
ADDRESS               
 
TEL:     (H)           (W)            (M)        
 
OCCUPATION             EMPLOYER (CO NAME)      
 
MEDICAL SCHEME             NO.         
 
E-MAIL ADDRESS             
 


Terms and Conditions of the Practice 
 


By signing this form, you acknowledge that you have understood and agreed to the following: 
1) That you have received a copy of the terms and conditions (provided separately) and have had an opportunity to ask 


questions on aspects thereof that you were not certain about. 
2) To abide by the terms and conditions of the practice, in particular the provisions on the payments of accounts. 
3) To always ask, even after you have left the practice if you were uncertain about something. If you keep quiet, practice staff 


and the doctor will assume that you have understood everything and ae in agreement with any processes, consents, 
policies or forms. 


4) If you do not keep your appointment (for any reason whatsoever, apart from emergencies) and you have not let 
us know at least 48 hours before the appointment, we reserve the right to charge you (not your medical scheme) 
a portion of the consultation fee as a cancellation fee, as we have kept the slot open for you and could not assist 
another patient. 


 
 
 
 


            
SIGNATURE    DATE   WITNES 
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Statement of Consent 
To Data Processing 


 
 
 
“I hereby consent to the processing of my personal information as contemplated in the Protection of 
Personal Information Act No 4 of 2013 (POPIA) and the Promotion of Access to Information Act 2 of 
2000 PAIA) by Dr Nai’m M Moola, their billing / accounting company, their staff and third parties with 
whom Dr Nai’m M Moola has a contractual relationship for the following purposes: 
 


1) Treating and managing me in terms of a doctor-and-patient relationship; 
2) The administration of the contractual relationship between myself and Dr Nai’m M Moola. 
3) Communicating with other persons in as much as it related to my treatment and management. 
4) Communicating with third parties who have undertake to indemnify me for the cost of my 


treatment and management or part thereof including medical schemes and administrators, 
where relevant; and collecting monies owing from me. 


5) To process my personal data for the purpose of letter of motivations, accounts and discussing 
my results, health problems with other health professionals via Email, Telegram and 
WhatsApp. 


 
 
I confirm that I have read and fully understand the above, and agree to the conditions mentioned 
above regarding my personal information. 
 
 
 
 
 
 
 
 


 
        
Name of patient  
 
 
 
 
 
 
             
Signature of patient / parent / guardian   Date   Signature: Witness 
confirming that s/he understood and agrees to the above 
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TERMS AND CONDITIONS AGREED TO BY PATIENTS / PARENTS / GUARDIANS 
Please ask us, at the practice if you, the patient, do not understand any of the clauses below. 


ABOUT THIS PRACTICE 
Dr Nai’m M Moola is an integrative psychiatrist who utilizes a combination of traditional, complementary and 
alternative interventions in the holistic management of mental health conditions. 


PRICING/FEES AND PAYMENT 
1. Fees are set according to the following principles:


1.1. This Practice bills according to a billing policy.
1.2. The terms and tariffs applicable to medical scheme patients vary from scheme to scheme, and even from


option to option (plan to plan). You must obtain those details from your scheme. This practice bills a set 
tariff to all patients. It is the patient’s responsibility to pay for their consultation and claim from 
their medical aid scheme. 


1.3. Dr Moola’s fees cover your Practice visit (i.e. the consultation)  
1.4. Our fees exclude the costs of the hospital (e.g. ward fees), pathology (for blood tests), supplements, 


prescribed medication and therapists involved in your care. You have to discuss their fees with them. 
1.5. Emergencies are charged as follows: 125% of standard rates 


2. Please note that the cost of healthcare sometimes depends on how your body reacts to treatments and/or
therapeutic interventions. The law allows us to step in to save your life, or to prevent or reduce harm to you.
We will charge for the costs of this.


3. By choosing the Practice, you acknowledge that we do not submit accounts to medical schemes. For
once-off consultations and repeat interventions you must pay before the consultation on the day.


4. If you feel that your medical scheme should have reimbursed you in full, you can lay a complaint at the Council
for Medical Schemes by fax: (012) 431-0608 or at this email address: complaints@medicalschemes.com.


ON TIME OF PERFORMANCE OF SERVICE 
5. Although we will do our best to render the services at the time we set, sometimes a previous patient may


require a longer time or an emergency has to get preferences. By agreeing to our services, you agree to
this uncertainty. We will, if possible, inform you if we run late.


COMMUNICATION WITH THE PRACTICES 
6. We do accept communication by email / WhatsApp / SMS. If you need urgent assistance or advice, please go


to the nearest emergency room.


COMPLAINTS & CONCERNS 
7. The practice aims to ensure that all complaints and concerns are addressed appropriately and expeditiously.


When something is a concern or problematic, use the practice's complaints policy and form (available from
Khuli. The practice urges all persons to use this avenue before taking any action at any external entity.


CONFIDENTIALITY 
8. This document constitutes a contractual agreement by the practice to protect all personal information.
9. We will use your information only in relation to your healthcare. In general, we keep all your information


confidential, also when you are a child over the age of 12. We can only release information with your
written consent, even if a family member requests the information. Please use our standard consent to
disclosure form to authorize this.


10. The law compels us to disclose your personal information and by agreeing to our services, you acknowledge
this legal duty that we have to disclose:
10.1. To your medical scheme: a diagnostic code and details of the treatment and/or operation, so that the


scheme can evaluate whether it falls within your benefits. 
10.2. Information that is necessary and in your best interest will be shared with other healthcare professionals 


in terms of the National Health Act. 
11. We keep and may use and/or sell anonymized information (i.e. without your name, identity number or address)


to companies who collect this data to track trends in healthcare services.
12. Some medical schemes provide all information on all the dependents on a scheme to the principal (main)


member. We are not liable for any personal information disclosed as a result of the scheme’s practices.



mailto:complaints@medicalschemes.com
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PURPOSE AND NATURE OF HEALTHCARE 
13. You confirm that you understand that in healthcare results cannot be guaranteed. Results also depend


on how one’s body reacts to the treatment.
14. You confirm that you understand that your own behaviour or that of your child may affect the outcome


of the healthcare received. You agree to follow the instructions provided to you. If you do not do this, you
undertake to not hold the Practice and its staff liable for any negative consequence.               (initial)


CHILDREN AND HEALTHCARE 
15. You confirm that you understand that, as a parent or legal guardian, you are legally liable to cover the


cost of your child’s healthcare, even if the Children’s Act allows the child to provide consent to treatment
without parental consent (i.e. children 12 – 18 years who understand the implications of the care/treatment).


MENTAL HEALTHCARE ACT 
16. You may have been brought into contact with this practice due to the processes described in the Mental


Healthcare Act, which prescribed those processes, and we are bound by it. If you have any questions as to
how this Act works, please ask us.


EQUIPMENT, DEVICES AND MEDICINES (“GOODS”) WE USE 
17. We will obtain your consent for substitutions. If you are offered a substitution at a pharmacy level, ask the


pharmacist for information. The law only allows for generic substitution and not therapeutic substitution.
18. Pharmacy- and health legislation prevents us from taking back and refund any medicines, unless there is a


proven quality or performance fault with the goods and the supplier will deal with the matter.


PATIENT / CLIENT / CONSUMER DUTIES (NATIONAL HEALTH ACT, 2003) 
19. You must adhere to the rules of the Practice and any instructions given to you by staff or healthcare


professionals.
20. You have the right to ask questions and to have them answered. If you do not ask any questions, we


will assume that you have understood everything and are fine with everything.
21. You and/or your family or other persons that come to the Practice should not harass the healthcare


professionals and staff. They must be treated with respect. If not, we are allowed by law to refuse to treat- or
to continue to treat you or your children. In such cases we will refer you to another Practice.


NEW APPOINTMENTS 
22. New/First appointments require a deposit of 50% of the consultation charge to secure the appointment.


CANCELATION OF APPOINTMENTS 
23. Appointments must be cancelled or rescheduled 48 hours (2 working days) prior to the appointment


in review, failure to do so will render you liable for the full cost of the appointment.


Name of patient 


Signature of patient / parent / guardian   Date Signature: Witness 
confirming that s/he understood and agrees to the above terms and conditions 
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Billing policy of Dr Nai’m M Moola: Integrative Psychiatrist 
 
 
1. This practice charges the fees it regards as appropriate in terms of the experience, services and training of the professional 


working in the practice, as well as the cost-base of the practice. Competition law dictates that different practices may not agree 
to charge the same or similar fees.  
 


2. A general fee list of the most common codes we charge is available from reception and published on our website: 
www.drnmmoola.co.za 


 
3. Fees may be increased on an annual basis and patients will be notified of this by notice in practice of phone calls before new 


consultations. 
 


4. The practice will provide patients with a price of goods and/or services, and where it is unable to do so, it will provide a cost 
estimate. It should be noted that healthcare is not an exact numerical science, and the duration of services, the types of 
services or the number of items used cannot always be exactly predicted in advance, as it depends on the specific patient’s 
health status, healthcare needs and sometimes factors such as weight, or possible adverse reactions. 


 
5. In case of referral, hospitals, clinics, other doctors, or other healthcare professionals (occupational therapists, psychologists, 


physiotherapists, nutritionists) will be involved in the patient’s healthcare. Such facilities and professionals will charge their 
own fees in addition to the fees of this practice if they also render healthcare services to you. 


 
6. The practice is not contracted to medical aid schemes and will not bill the scheme directly. All accounts are to be settled before 


the consultation on the day and invoices to be submitted by the patient to their medical aid. 
 
7. Please ensure that the practice always have your latest contact details to prevent you from missing any important 


communication from us.  
 
8. Patients are encouraged to approach me early on if they experience problems with the payment of their consultation. 
 
9. In deserving cases, I may reduce our fees to accommodate such patients. This practice also participates in various charitable 


activities (South African Depression and Anxiety Group: SADAG) 
 
10. Employment, insurance, Road Accident Fund and Compensation Fund (workplace injuries/disease) are not the scope of this 


practice and no reporting to third parties will be entertained.  
 
 
 
 
 
        
Name of patient  
 
 
 
 
             
Signature of patient / parent / guardian   Date   Signature: Witness 
confirming that s/he understood and agrees to the above 
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List of Services and Prices 2025 
 
 
 
 
 


Prescriptions:   R250  
 
60min First App.:  R4250 
 
80min First App.:  R5000 
 
20min Follow-up App.: R1400 
 
40min Follow-up App.: R2450 
 
60min Follow-up App.: R3500 
 
 
 
 
        
Name of patient  
 
 
 
 
             
Signature of patient / parent / guardian   Date   Signature: Witness 
confirming that s/he understood and agrees to the above 
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